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ABSTRACT

Background: Incisional hernia a common surgical problem, and uncommon sequel of surgical intervention. It occurs
as a result of excessive tension and inadequate healing of previous incision, which is often associated with surgical
site infection. We have studied here the etiology and risk factor for the development of incisional hernia. Various
clinical presentations, incidence of incisional hernia and different therapeutic modalities of treatment and the post-
operative complications. The main aim of the study was to identify the etiological factor to highlight the strategies for
prevention of incisional hernias, to find the best management procedures for the incisional hernias.

Methods: The study is a perspective study was conducted in Meenakshi medical college and research institute,
Kanchipuram for the period 2010-2012. 87 patients were included for the study. Patients who had herniation at site of
previous surgery through the previous surgical scar were chosen for the study. Observations were made with regard to
duration and ease of operation, wound complications, mesh infections, hospital stay, morbidity and recurrence.
Results: In our study 83% patients were women may be because of high incidence of caesarean section performed.
As LSCS done through the lower midline incision was the commonest cause of incision hernias. The commonest age
group was 4th decade that is from 30 - 40 years.

Conclusions: Incisional hernia is more seen in female, housewife who are multiparous, it is mostly presents with
swelling and pain abdomen. Previous elective and emergency surgeries in lower midline have higher percentage of
incisional hernia.

Keywords: Anatomical repair, Incisional hernias, Surgical site Infections, Intra- abdominal pressure, Mesh

INTRODUCTION

Incisional hernia as a diffuse extrusion of peritoneum and
abdominal contents through a weak scar of an operation
or accidental wound. Incisional hernia is a common
surgical problem, a common sequel of surgical
interventions. It is the result of a failure of fascial tissues
to heal and close following laparotomy.™ Many factors
are associated incisional hernias like age, sex, obesity,

chest infections, type of suture materials used and most
important wound infections.** The average intra-
abdominal pressure measures about 8ms of water both in
the upper and lower abdomen in supine posture.
Breathing causes a fluctuation of 2-4 cms of water.

In the erect posture the upper abdominal pressure remains
8 cm water while the lower abdominal pressure increases
to 20 cm of water. Coughing, vomiting and straining at
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stools elevate the intra-abdominal pressure over 80 cm of
the water.>®

The etiological factors usually acquired. The hernia may
result from any condition which tends either to weaken
the abdominal parities or to increase the intra-abdominal
pressure.” The pre-disposing factors for incisional hernias
or related to the patient, the surgical technique, the suture
material, post-operative complications and a few relate to
surgeon’s decision making and custom of approach to
specific disease processes Millikan et al.> However many
studies suggest that transverse incisions have a lower rate
of incisional hernia than midline incisions.?

The first symptom of incisional hernias is usually an
asymptomatic bulge noticed by the patient. The bulge can
be noticed directly over the scar or in an adjacent area
locally related to symptoms of incisional hernia include a
feeling of heaviness , pain or discomfort in the abdomen ,
as well as constipation or may present as a cosmetic
concern. Symptoms will usually be aggravated by
coughing or straining as the hernia contents protrude
through the abdominal wall defect.®® During the pre-
antibiotic era, the recurrence rate was quite high and cure
rate was low. After the advent of good and safe
anaesthesia, antibiotics, closed suction drainage, use of
prosthetic  mesh, transfusion  facilities,  better
understanding of fluid therapy and proper care during
preoperative and postoperative period, the cure rate is
almost cent percent.*®81°

A wide spectrum of surgical techniques have been
developed and recommended, ranging from sutured
techniques to the use of various types of prosthetic mesh.
Primary surgical repair with antibiotic prophylaxis and
the development new synthetic materials, the placement
of prosthetic mesh for the repair of incisional hernia as
gained popularity.*!

Some principles of abdominal incisions are

e The incision must be minimum, but adequate and
give ready access to the part and should also admit
extension if required

e The muscles must be split in the direction of fibers
rather than cut across

e The incision must not divide any nerves which are
supplying the muscles

e The openings made by the cut through the different
layers of abdominal wall must be as far as possible
and not super imposed

e The drainage tubes should be inserted through
separate small incisions as their pressure in the main
wound may seriously prejudice the strength of the
ultimate scar."

This study found 62% risk of incisional hernia when the
study was approximated with absorbable sutures
compared with non-absorbable sutures.

Management of incisional hernia comes under two
headings preventive and operative. Preventive aspects
include proper choice of incision, avoidance of tension on
suture line, preservation of nerves and proper closure of
the abdominal wounds. Operative management consists
of anatomical reconstruction layer by layer,
reconstruction of various layers of the abdominal walls,
darning technique usage of implants, repair with synthetic
non absorbable mesh.™**°

METHODS

The study is a perspective study was conducted in
Meenakshi medical college and research institute,
Kanchipuram for the period 2010-2012. 87 patients were
included for the study. Patients who had herniation at site
of previous surgery through the previous surgical scar
were chosen for the study. Observations were made with
regard to duration and ease of operation, wound
complications, mesh infections, hospital stay, morbidity
and recurrence. All the patients were assessed pre-
operatively, intra-operatively and post-operatively, and
the findings were recorded in a pre-tested structured
questionnaire. Patients were evaluated in terms of age,
gender, and body mass index (BMI) mean operation time,
length of hospital stay surgical site infections (SSI and
recurrence rate).

RESULTS

In our study 83% patients were women may be because
of high incidence of caesarean section performed .As
LSCS done through the lower midline incision was the
commonest cause of incision hernias. The commonest
age group was 4th decade that is from 30 - 40 years. In
ours study it is observed that emergency surgeries (49)
are more likely to lead to incisional hernia than elective
surgeries (38).The most recognizable association with
incisional hernia was found to be post-operative wound
infection.22 out of 87 patients were obese. The most
common time of onset of hernia in our study is less than 6
six months (32 patients). 6-12 months (43 patients).The
methods of repair done anatomical repair 24 cases, mesh
repair 63 cases. Out of 87 cases operated 18 cases had
minor complications like seroma.

Table 1: Associated risk factors.

Risk factors Number of cases Percentage

Anaemia 45 90
Cough/COPD 24 48

Straining

micturition/stools - &0

Anaemia Hg%

Mild anaemia 23 10.0-11.9 gm/dI
Moderate anaemia 22 7.0-9.9 g/dlI
Severe anaemia 0 Less than 7 g/dI
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Table 2: Nature of surgery.

Nature of surger Number of cases Percentage

Emergency 49 57

Elective 38 43

Total 87 100

Incisions

Lower midline 70 80

Upper midline 10 115

McBurney’s 7 8.5

Total 87 100

Procedure

Appendectomy 7 8

Hysterectomy

LSCS 60 65

Tubectomy

Laparotomy 20 27

Total 87 100
DISCUSSION

The incidence of incisional hernia was common in 4™ and
5th decades .It is more common in females. Abdominal
swelling was the commonest presenting complaint.
Abdominal pain and vomiting were other complaints.
Incisional hernia in female was more common in
multiparous women. Anaemia, respiratory tract infection
(RTI), diabetes and hypertension were associated
diseases with incisional hernia. 38 of incisional hernias
developed following elective surgery. 49 cases of
incisional hernia following emergency surgeries.
Infection in post-operative period did seem to be the
commonest predisposing factor for weakening of the
scar.**"® Diagnosis of incisional hernia was possible in
all cases by clinical examination alone without resorting
to any special investigations.'® Incisional hernias treated
by mesh repair method. Recent trend is to use the
prosthetic mesh judiciously. Mesh repair was found to be
significantly better for large defects and multiple
defects.*****® There was no mortality in our study. None
of the cases showed recurrence. There was no recurrence
in our study though the period of follow up was not
adequate to make correct assessment of recurrence. In a
short follow up it is difficult to comment on recurrence.
However the short term results indicate a significant
improvement in the repair of incisional hernia by the use
of prosthetic mesh compared with conventional repairs.*®

Proper pre-operative preparation of the patient with high
risk is an important factor in preventing recurrence of
incisional hernia. Care is therefore required in optimally
timing the surgery, minimizing the predisposing factors
and also in choice of surgery for repair. The use of
midline incision should be restricted to operations in
which unlimited access to the abdominal cavity is
necessary. Meticulous aseptic technique and careful
closure of the abdominal wound is necessary to prevent
incisional hernia.'®*%?

CONCLUSION

Incisional hernia is more seen in female, housewife who
are multiparous, it is mostly presents with swelling and
pain abdomen. Previous elective and emergency surgeries
in lower midline have higher percentage of incisional
hernia.  Post-operative wound infection, seroma
formation, associated anaemia and respiratory tract
infection are the risk factor for incisional hernia. Proper
pre-operative preparation, choice of surgery for repair,
aseptic technique, and careful closure of the abdominal
wound decreases the incidence of incisional hernia. The
use of synthetic prosthetic material provides the tension
free repair and rate of recurrence. Good pre and post-
operative antibiotics and wound care is essential mesh
repair is the almost the gold standard for the incisional
hernias. But we should not forget that incisional hernia is
a preventable surgical complication.
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